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Abstract  Breast  pain  is  a  common  reason  for  consultation  and  a  source  of  anxiety  for  patients.
Cyclical  breast  pain  can  be  distinguished  from  non-cyclical  pain  and  breast  pain  with  other  symp-
toms. Many  causes,  usually  benign  are  possible  and  the  clinical  enquiry  and  physical  examination
are essential  to  establish  predisposing  factors.  Although  imaging  is  not  always  needed  for  iso-
lated breast  pain,  it  is  still  useful  for  the  diagnosis  of  speciﬁc  causes  such  as  tension  cysts,  giant
adenoﬁbromas  or  Mondor’s  thrombophlebitis.  Ultrasound  is  the  ﬁrst  line  investigation  before
mammography,  MRI  or  biopsy,  which  may  be  indicated  for  suspicious  abnormalities.  Some  can-
cers may  be  associated  with  pain,  which  implies  that  radiologists  and  physicians  should  always
take breast  pain  seriously.© 2015  Éditions  franc¸aises  de  radiologie.  Published  by  Elsevier  Masson  SAS.  All  rights  reserved.
Breast  pain  is  a  very  common  clinical  symptom  with  many  causes,  usually  functional,  occa-
sionally  organic  and  most  often  benign.  Imaging  is  not  always  required  and  patients  should
always  be  examined  and  a  detailed  clinical  enquiry  taken.  The  indication  for  radiological
investigations  is  then  based  on  the  ﬁndings  from  the  physical  examination  and  enquiry.  This
article  reviews  the  causes  of  breast  pain  and  the  role  of  imaging  in  this  speciﬁc  situation.
Breast pain: general detailsBreast  pain  is  a  very  common  symptom,  usually  benign  [1].  It  is  important  to  reassure
patients,  who  are  often  concerned,  although  it  is  important  not  to  fall  into  the  trap  of
considering  all  breast  pain  harmless  without  at  least  examining  patients.  Practitioners
should  remember  that  breast  pain  may  occasionally  be  associated  with  cancer.
∗ Corresponding author. Department of Radiology, Gustave-Roussy, 114, rue Édouard-Vaillant, 94800 Villejuif, France.
E-mail address: corinne.balleyguier@gustaveroussy.fr (C. Balleyguier).
http://dx.doi.org/10.1016/j.diii.2015.08.002
2211-5684/© 2015 Éditions franc¸aises de radiologie. Published by Elsevier Masson SAS. All rights reserved.
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Boxed  text  1:  Non-breast  causes  of  mastodynia.
Costochondritis
Tietze’s  syndrome
Cervicarthrosis
Myocardial  ischemia
Pneumonia
Pleural  irritation
Oesophageal  spasm
Rib  fracture
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linical enquiry
ver  70%  of  women  experience  breast  pain  at  least  once
n  their  lives  [1].  The  pain  usually  resolves  spontaneously,
ut  in  some  cases  may  persist  and  lead  the  patient  to
onsult  a  doctor.  The  investigation  of  breast  pain  begins
ith  a  detailed  clinical  enquiry  which  should  seek  to  estab-
ish  ﬁrstly  whether  the  pain  parallels  the  menstrual  cycle
r  is  non-cyclical  [2].  Predisposing  medical  factors  such
s  a  past  history  of  injury,  surgery  or  recent  infections
hould  be  searched  for.  [3].  The  clinical  enquiry  should
ot  omit  some  medical  drugs  (antidepressants,  methyl-
opa,  spironolactone,  for  example),  or  smoking  or  excessive
affeine  consumption  which  may  cause  mastodynia  [1].
on-breast  causes  should  then  ﬁnally  be  looked  for  (Boxed
ext  1).
The  clinical  enquiry  should  establish  whether  the  pain  is
ni-  or  bilateral,  whether  it  is  diffuse  or  located  in  a  speciﬁc
egion  of  the  breast,  whether  it  is  superﬁcial  or  deep  and
hether  it  irradiates  to  the  chest  wall.
It  should  also  seek  to  establish  whether  the  pain  is  asso-
iated  with  symptoms  such  as  fever,  a  palpable  mass,  skin
bnormalities  or  nipple  retraction.  Finally,  patients  should
e  asked  whether  their  weight  has  changed  signiﬁcantly  over
he  year  (a  gain  or  loss  of  over  5  kg),  which  also  may  be  a
ause  of  breast  pain  [1].
linical examination
linical  examination  should  involve  palpation  of  both  breasts
nd  axillary  regions  to  look  for  palpable  abnormalities,  skin
etraction  or  nipple  discharge.  Practitioners  should  be  aware
hat  the  fact  that  a  doctor  has  taken  the  breast  pain  seri-
usly  may  already  be  reassuring  and  therapeutic  for  patients
n  some  cases  of  stress-related  mastodynia  [4]. The  skin  on
he  arm  and  shoulder  should  be  examined  to  see  whether
he  patient  has  signs  of  an  overly  tight  bra,  or  of  car-
ying  very  heavy  bags  which  may  also  cause  mastodynia
1].
The  patient  should  be  examined  for  skin  lesions  such  as
hingles  on  the  back  or  chest  wall  and  for  scarring.
Finally,  in  order  to  diagnose  costochondritis,  a  common
ause  of  breast  pain,  patients  should  be  examined  seated
r  lying  down  on  their  side,  and  an  attempt  should  be
ade  to  mobilize  the  breast,  palpating  the  chest  wall  at
he  same  time.  This  diagnosis  is  made  if  pain  is  reproduced
5].
s
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maging
maging  investigations  are  usually  not  indicated,  particularly
n  bilateral,  cyclical  asymptomatic  pain.  If  symptoms,  and
articularly  a  palpable  mass,  are  present,  a  minimum  of  a
reast  and  axillary  ultrasound  should  be  performed,  looking
or  radiological  abnormalities.  If  the  clinical  examination  is
uspicious,  mammography  should  be  added.
Questions  arise  particularly  in  cases  of  persistent,
nilateral,  asymptomatic  breast  pain.  Mammography  is  con-
roversial  as  some  studies  show  that  it  may  reassure  the
atient,  and  others  emphasize  the  fact  that  it  is  usually
f  no  help  [3].  In  practical  terms,  it  may  nevertheless  be
rudent  and  wise  to  perform  bilateral  mammography  for
reast  pain,  even  if  asymptomatic,  in  a  woman  over  40  years
ld.
auses
yclical mastodynia
yclical  pain  should  be  distinguished  from  non-cyclical  pain.
yclical  mastodynia  is  the  most  common  and  accounts  for
/3  of  cases  of  breast  pain  [6]. Typically  the  pain  is  bilateral
nd  symmetrical,  predominantly  in  the  outer  quadrants  and
ncreases  during  the  luteal  phase  of  the  cycle.  It  can  also
e  associated  with  stabbing  feelings,  heaviness  or  burning,
hich  may  also  extend  to  the  inner  side  of  the  arm.  The
ain  tends  to  reduce  after  menstrual  periods  [6].  Cyclical
ain  disappears  after  the  menopause.  The  cause  of  this  pain
as  not  been  clearly  established.  Many  patients  with  cyclical
ain  also  have  palpable  abnormalities  although  there  is  no
elationship  between  symptoms  and  any  speciﬁc  histology.
yclical  pain  is  due  to  hormonal  changes  during  the  men-
trual  cycle  [1].  Women  who  have  mastodynia  do  not  have
igher  levels  of  hormones,  but  rather,  are  hypersensitive
o  hormonal  changes.  In  addition,  estrogen-progesterone
mbalance  causes  ﬂuid  consequences  in  breast  tissue  which
ay  worsen  mastodynia.
Cyclical  mastodynia  is  more  common  during  a  period  of
ormonal  imbalance  such  as  puberty,  the  peri-menopausal
eriod,  the  ﬁrst  trimester  of  pregnancy  or  the  days  before
ilk  arriving  after  childbirth  [7].
Imaging  investigations  are  of  no  help  in  typical  cyclical
ain  in  the  absence  of  symptoms  [8];  anyway,  it  is  not  always
ossible  to  reassure  the  patient  or  her  general  practitioner
nd  bilateral  breast  ultrasound  may  be  offered  and  should
e  normal  in  that  case.
The  treatment  of  cyclical  mastodynia  ﬁrstly  involves
eassuring  patients,  who  are  often  particularly  concerned.
o  treatment  is  usually  required.  If  the  pain  is  severe,
ifestyle  measures  such  as  physical  exercise  (recognized  to
educe  mastodynia)  or  wearing  an  appropriate  bra  [7]  can
e  recommended:  some  studies  also  recommend  reducing
affeine  intake  or  taking  vitamin  E  supplementation  [9]
lthough  this  is  controversial  in  other  guidelines  [7].  Oral
vening  primrose  oil  capsules  or  evening  primrose  oil  mas-
ages  are  adjuvant  therapies  which  have  been  shown  to  have
ome  efﬁciency  [4,10].
In refractory  pain,  endocrine  treatments  such  as
romocriptine  or  tamoxifen  may  reduce  mastodynia,
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Figure 1. Forty-ﬁve-year-old woman with PIP® implants com-
plaining of breast pain. Ultrasound shows a echoic heterogeneous
implant. The rupture is difﬁcult to assess and is only visible with a
small heterogeneous hypo-echoic preprosthetic collection (arrow).
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although  these  treatments  have  signiﬁcant  side  effects  and
should  be  reserved  only  for  severe  pain  [11].
Asymptomatic non-cyclical pain
By  deﬁnition,  non-cyclical  mastodynia  does  not  follow  the
menstrual  cycle.  It  accounts  for  approximately  one  third  of
cases  of  breast  pain  and  is  more  common  after  the  age  of
40  years  old.  It  is  usually  unilateral  and  varies  in  site.  It  may
have  a  speciﬁc  cause  such  as  past  history  of  direct  breast
injury  or  surgery,  etc.  Occasionally  the  injury  is  apparent
with  a  hematoma,  although  sometimes  this  involves  with  a
previous  knock  which  has  not  been  recognized,  and  which
may  cause  painful  steatonecrosis  several  years  later  [1].
Non-cyclical  breast  pain  has  many  causes,  often  not
directly  related  to  the  breast.  General  causes  such  as
gastro-esophageal  reﬂux,  alcoholic  cirrhosis  or  pneumonia
may  cause  mastodynia.  Some  medications  (antidepres-
sants,  cardiac  glycosides,  diuretics,  aldactone,  and  anti-
hypertensives,  etc.)  can  also  cause  unilateral  mastodynia
[12];  the  clinical  enquiry  usually  identiﬁes  these  causes.
Finally,  bone  or  muscle  diseases  may  be  responsible  for  pain
projecting  into  the  breast  (spondyloarthritis,  pericarditis,
rib  fractures  or  ﬁbromyalgia,  etc.)  [12].
Speciﬁc situations
Chest wall shingles
Chest  wall  shingles  may  be  a  cause  of  breast  pain.  This
diagnosis  is  usually  straightforward  once  the  vesicular  rash
has  appeared,  although  may  be  difﬁcult  to  diagnose  before
this.  In  this  situation  it  should  always  be  considered,  in  the
presence  of  rib  pain  radiating  across  half  of  the  circumfer-
ence  of  the  body  and  occasionally  irradiating  into  the  breast
and  associated  with  an  intense  burning  sensation  [13].  The
pain  and  burning  develops  during  the  days  before  the  rash
emerges.
Costochondritis
Costochondritis  or  Tietze’s  syndrome  is  a  very  common  cause
of  irradiating  breast  pain.  It  is  associated  with  degenerative
changes  and  pain  at  the  insertion  of  the  chondrosternal  car-
tilages  [5,14].  The  pain  is  usually  unilateral  and  irradiates  to
the  middle  of  the  breast.  It  is  easily  reproduced  by  palpating
the  ribs  during  the  clinical  examination  which  should  suggest
the  diagnosis.  No  imaging  investigations  are  required.
The speciﬁc situation of patients with PIP®
breast implants
Poly  Implant  Prothese  (PIP®)  breast  implants  are  non-
compliant  breast  implants  in  which  the  silicone  gel  which
had  initially  been  approved  was  fraudulently  replaced  by  its
manufacturer  with  a  gel  containing  an  alternative  compo-
sition  which  was  not  intended  for  medical  use  [15].  This
results  in  more  fragile  implant,  with  a  twofold  increase  in
rupture  rate  compared  to  other  implants  and  a  30%  increase
in  permeability  of  the  implant  membrane  [16].  Following
reports  from  surgeons  who  noted  premature  rupture  of  PIP®
implant  in  several  of  their  patients,  an  AFSSAP  alert  was
n
T
i
turgery conﬁrmed ruptured implant.
ntroduced  on  30  March  2010  which  then  revealed  this  health
candal.
With  this  type  of  implant,  perspiration  (diffusion  of  sil-
cone  gel  through  the  porous  prosthetic  membrane)  occurs
ery  commonly.  The  uni-  or  lateral  breast  pain  is  often  asso-
iated  with  PIP® implants  and  is  usually  the  only  suggestive
ign  of  leakage  or  rupture.  Rupture  generally  occurs  at  low
rade  and  is  difﬁcult  to  identify  on  ultrasound  [16]  (Fig.  1).
The  Minister  of  Health  in  a  circular  published  on  22/12/11
as  proposed  removal  of  breast  implants  for  women  with
IP® implants.
In  women  who  have  PIP® implants  which  have  not  been
emoved,  a  bilateral  breast  and  axillary  ultrasound  is  rec-
mmended  every  6  months,  although  MRI  may  be  more
ppropriate  than  ultrasound  to  diagnose  implant  ruptures.
astodynia associated with clinical symptoms
n  mastodynia,  the  clinical  examination  can  establish
hether  or  not  clinical  symptoms  are  present.  The  most
ommon  symptoms  due  to  mastodynia  are  palpable  masses,
ipple  discharge,  fever,  an  inﬂammatory  breast  or  breast
hrombosis,  etc.  Imaging  examinations  are  needed  in  this
ituation.
astodynia and a palpable mass
he  clinical  examination  should  establish  the  type  of  the
ass,  whether  or  not  it  is  smooth  or  not  and  whether  or
ot  it  is  ﬁxed  to  the  superﬁcial  or  deep  part  of  the  breast.
he  cause  is  usually  benign.  Breast  and  axillary  ultrasound
s  the  ﬁrst  line  investigation  which  should  be  performed  in
his  situation.
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Figure 2. Thirty-eight-year-old woman. Tension cyst, (a), before and (b), after ﬁne needle aspiration. Large, typically benign, ﬂuid cyst,
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iresenting with acute breast pain. Ultrasound shows the typically be
hich provides pain relief.
ysts
ension  cysts  are  a  common  cause  of  breast  pain.  These  are
asy  to  diagnose  on  ultrasound,  which  shows  anechoic  struc-
ures  with  posterior  enhancement,  which  are  occasionally
ound  and  non-oval  because  of  the  large  volume  of  ﬂuid
nside  the  cyst  (Fig.  2a).  A  recent  episode  of  stress  may  be  a
romoting  factor.  An  aspiration  under  ultrasound  guidance
s  a  treatment,  which  provides  rapid,  easy  pain  relief  for
atients  (Fig.  2b).  There  is  no  need  for  imaging  follow-up
fter  the  acute  episode  [17,18].
Fibrocystic  changes  may  also  be  responsible  for  uni-  or
ilateral  mastodynia  with  palpable  masses,  and  is  clinically
enign.  Fibrocystic  disease  is  deﬁned  by  the  presence  of
ultiple  cysts,  ﬁbrosis,  adenosis  and  apocrine  metaplasia
17].  Again,  ultrasound  is  the  ﬁrst  line  investigation  and  har-
onic  imaging  or  elastography  may  help  conﬁrm  the  cyst
ontents,  particularly  in  cysts  with  a  thick  content  (Fig.  3a
nd  b).
Mammography  is  recommended  over  the  age  of  40  years
r  if  ultrasound  appearances  are  equivocal.
uvenile  giant  adenoﬁbroma
denoﬁbromas  are  common  benign  lesions  that  occur
etween  the  ages  of  20  and  40  years  and  are  not  usually
ainful.  The  juvenile  giant  adenoﬁbroma  is  a  speciﬁc  case
f  an  adenoﬁbroma  found  in  a  young  adolescent  or  child,
hich  is  notable  because  of  its  sudden  onset,  generally
round  the  time  of  puberty,  putting  the  breast  tissue  and
kin  under  tension  [19]  (Fig.  4a).  In  this  speciﬁc  case  it  is  usu-
lly  associated  with  pain  due  to  breast  tension.  Ultrasound
hould  be  performed  and  provides  a  diagnosis  by  showing
 homogeneous  solid  mass  with  regular  margins  and  pos-
erior  enhancement  (Fig.  4b).  It  may  reach  15  to  20  cm  in
ize,  pushing  back  the  mammary  gland.  Panoramic  ultra-
ound  software  is  useful  to  examine  the  entire  lesion  that
ften  goes  beyond  the  size  of  the  probe  (Fig.  4b).  Juve-
ile  adenoﬁbromas  are  generally  hypervascular  on  Doppler
maging.  An  ultrasound-guided  biopsy  should  be  performed
o  conﬁrm  the  diagnosis  before  surgical  excision,  which  may
e  a  partial  mastectomy  according  the  size  of  the  lesion  [19].
n  this  case,  breast  MRI  can  be  performed  to  clearly  establish
he  anatomical  margins  (Fig.  4c).  The  differential  diagnosis
s  a  phyllode  tumor  which  is  usually  more  heterogeneous
r  associated  with  internal  cysts  and  virginal  hypertrophy
[
t
p anechoic thin-wall cyst. Aspiration empties almost all the cyst (b),
hich  represents  the  growth  of  the  breast  at  puberty  [1].
n  this  last  case,  there  is  no  visible  mass  on  ultrasound,  but
nly  homogenous  breast  tissue.
ondor’s  thrombophlebitis
ondor’s  thrombophlebitis  or  Mondor’s  disease  is  a  rare
ause  of  unilateral  mastodynia  with  a  palpable  abnormality
nd  is  due  to  thrombophlebitis  of  a  subcutaneous  mammary
r  anterior  chest  wall  vein  [20].  It  is  more  common  after
reast  surgery  or  plastic  surgery  (1%  of  cases  of  surgery)
ut  may  be  idiopathic  [21].  Predisposing  factors  are  breast
njury,  breast  infection,  high  physical  activity,  pregnancy  or
ntravenous  drug  use  [21].
Clinically,  localized  unilateral  breast  pain  is  found  associ-
ted  with  rapid  onset  breast  swelling,  usually  in  the  superior
nd  outer  quadrant.  The  clinical  diagnosis  is  relatively  char-
cteristic,  if  an  indurated,  painful,  palpable  subcutaneous
ine  is  present,  occasionally  with  skin  retraction.
Ultrasound  shows  a  tubulated  structure  at  this  point
ith  no  vascular  ﬂow,  which  provides  the  diagnosis  (Fig.  5a
nd  b).
No  treatment  is  required  and  it  usually  resolves  sponta-
eously.
Some  authors  propose  non-steroidal  anti-inﬂammatory
rugs  for  severe  pain  or  applications  of  hot  compresses  to
he  skin.  Following  the  acute  episode,  mammography  or
ltrasound  follow-up  is  usually  scheduled  at  6  months.
astodynia and inﬂammatory breast
n  inﬂammatory  breast  is  by  deﬁnition  a  red,  painful,  hot
reast  with  skin  or  subcutaneous  ‘‘peau  d’orange’’  inﬁltra-
ion.  An  inﬂammatory  breast  may  have  many  benign  origins,
lthough  the  common  guideline  is  to  always  think  about
arcinomatous  mastitis  in  the  presence  of  an  inﬂammatory
reast.  This  is  a therapeutic  emergency  [22].
Inﬂammatory  breasts  are  rare  and  account  for  less  than
%  of  specialist  consultations.  Infection  (over  50%  of  cases)
r  inﬂammation  (30%  of  cases)  causes  are  most  common  and
nﬂammatory  cancer  only  accounts  for  less  than  10%  of  cases
23,24].
The  clinical  context  in  which  it  develops  is  an  impor-
ant  factor  to  consider.  Signiﬁcant  predisposing  factors  are
regnancy  and  the  post-partum  period,  with  a  development
Breast  pain  and  imaging  1013
Figure 3. Bilateral mastodynia in a forty-year-old woman. a: ultrasound shows typical, painful cysts; b: shear wave elastography (ARFI,
Siemens®) shows a void of signal within the cyst that suggests pure liquid cyst.
Figure 4. Fourteen-year-old girl with a right breast juvenile ﬁbroadenoma. Very large, painful breast swelling, occurring over a month in
a fourteen-year-old girl (a). Panoramic mode breast ultrasound (b) shows a solid, regular homogeneous mass over 10 cm in size, suggesting
a diagnosis of ﬁbroadenoma. As the breast tissue is pushed back and difﬁcult to assess before surgery, a breast MRI was performed and
showed a solid, homogenous mass, with moderate enhancement (c) occupying the entire breast. Treatment was a partial mastectomy and
reconstruction with an implant.
Figure 5. Mondor’s thrombophlebitis in a thirty-year-old woman, occurring after carrying heavy bags. Ultrasound shows the dilated
tortuous vein (a), with no Doppler signal (b) in color Doppler mode and corresponds to a clinically palpable cord in the outer and external
quadrant of the right breast.
1014  C.  Balleyguier  et  al.
Figure 6. Inﬂammatory right breast cancer in a forty-ﬁve year old woman. Development of inﬂammation in the right breast. Mammography
shows skin and subcutaneous thickening on the right breast and a higher contrast in the right breast in comparison with the left one, with
no suspicious visible mass (a). Ultrasound shows skin thickening with no suspicious mass (b). T2-weighted MRI before (c) and after IV
administration of a gadolinium chelate (d) shows a right breast entirely occupied by a tumor. The diagnosis of inﬂammatory carcinoma was
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(ade from a skin biopsy.
f  a  lymphangitis  or  breast  abscesses,  immunosuppression
hat  predisposes  to  infections  and  abscesses  (diabetes,
moking,  HIV)  and  particularly  peri-areolar  mastitis,  and
nally  recent  breast  surgery  or  biopsy,  which  predisposes  to
nfection.
The  diagnosis  of  an  inﬂammatory  breast  remains  on  clin-
cal  examination.
s
i
(
igure 7. Forty-two-year-old woman with a grade 3 inﬁltrating duct
ith mastodynia. Mediolateral oblique view (a) shows distortion of the
ypo-echoic 4 cm heterogeneous mass (b). A staging MRI shows a multic
sagittal MIP reconstruction, c).Breast  and  axillary  ultrasound  is  the  ﬁrst  imaging  investi-
ation  and  should  always  be  performed  to  look  for  an  abscess
r  a  solid  mass.Mammography  can  also  be  performed  if  the  pain  is  not
evere  and  usually  shows  the  inﬂammatory  breast  with  an
ncreased  density  and  skin  and  subcutaneous  thickening
Fig.  6a  and  b).  In  inﬂammatory  cancer,  a  malignant  mass
al carcinoma of the left outer and superior quadrant, presenting
 superior architecture and ultrasound of the painful area shows a
entric mass more extensive than the lesion seen on mammography
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or  tumoral  calciﬁcations  may  be  seen.  If  no  suspicious
abnormalities  are  found,  mammography  and  ultrasound
are  recommended  after  antibiotic  therapy  and/or  anti-
inﬂammatory  therapy  15  days  later,  which  may  identify
suspicious  abnormalities  that  were  not  seen  initially  [25].
Ultrasound-guided  biopsy  should  be  performed  if  a  sus-
picious  abnormality  is  present  on  ultrasound  to  establish  a
diagnosis  and  start  treatment  with  chemotherapy  as  soon  as
possible  in  cases  of  inﬂammatory  cancer.
If  no  other  suspicious  abnormalities  are  seen,  a  skin
biopsy  (punch-biopsy) can  also  be  taken  from  the  inﬂam-
matory  area.  A  tumor  inﬁltrate  is  found  in  the  dermis  in
inﬂammatory  cancer.
MRI  is  a  second  line  investigation  for  persistent  inﬂamma-
tion  after  appropriate  treatment,  looking  for  a  suspicious
abnormality  and  to  guide  sampling.  MRI  is  also  useful
in  proven  inﬂammatory  cancer  for  staging  and  evaluates
response  to  chemotherapy  (Fig.  6c  and  d)  [26].
Mastodynia and cancer
This  is  a  recurrent  question  in  clinical  practice:  does  breast
cancer  cause  pain?
The  answer  is  usually  no,  and  for  this  reason  usually
patients  who  suffer  from  mastodynia  can  be  reassured.
Nevertheless,  unusual  pain  may  be  a  symptom  of  breast
cancer  and  is  then  often  ignored,  and  this  is  a  classical  pit-
fall.  Some  cancer  cases  with  peripheral  edematous  inﬁltra-
tion  or  inﬁltration  of  the  adjacent  fat  may  be  painful  (Fig.  7).
A  good  practice  rule  is  therefore  to  never  ignore  unusual
breast  pain  reported  by  the  patient,  particularly  after  the
age  of  35  years  old.  Patients  should  be  questioned,  exam-
ined  and  usually  a  minimum  of  a  breast  ultrasound  should  be
performed.  This  is  a  reasonable  approach  which  reduces  the
risks  of  missed  cancers  as  a  result  of  ignoring  this  symptom.
Fig.  8  summarizes  the  clinical  and  radiological  guidelines
for  cancer.onclusion
reast  pain  is  a  very  common  symptom,  with  usually  benign
rigins,  mainly  due  to  changes  in  hormone  sensitivity  during
he  cycle.
A  few  speciﬁc  and  easy  to  diagnose  causes  should  be
nown  by  radiologists  and  can  be  used  to  easily  reassure
atients.  Simply  reassuring  patient  from  a  normal  clinical
xamination  or  breast  ultrasound  may  be  therapeutic.
Ultrasound  is  the  ﬁrst  breast  imaging  investigation  to
erform  and  other  investigations  such  as  mammography
hould  be  performed  depending  on  the  abnormalities  that
re  found.
It  is  fundamental,  however,  to  remember  that  cancer
an  occasionally  present  with  pain,  which  should  always  be
aken  seriously.
Take-home  messages
• Breast  pain  is  a  common  reason  for  consultation.
• It  is  usually  stress-related  and  it  is  important  to
reassure  patients.
• Cyclical  pain  is  the  most  common,  accounting  for  2/3
of  breast  pain.  Imaging  is  usually  not  required  after
the  clinical  examination  and  enquiry.
• Ultrasound  is  the  ﬁrst  line  investigation  for
breast  pain.  It  may  be  normal  or  show  speciﬁc
abnormalities  such  as  tension  cysts  or  a  juvenile  giant
ﬁbroadenoma.
• Practitioners  should  be  cautious  in  case  of  unusual
breast  pain  reported  by  the  patient  and  remember
that  cancer  can  occasionally  present  with  pain.
• An  inﬂammatory  breast  is  a  rare  reason  for  breast
pain,  and  is  usually  benign  in  origin,  although
practitioners  should  think  about  inﬂammatory
cancer  which  is  a  therapeutic  emergency.
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